Confidence of the knowledge of basic resuscitation of children was low among resident paediatricians with only 30/73 (41%) expressing confidence and 69/73 (94%) expressing a desire for more formal training in paediatric resuscitation.
In the early 1980s the ability of house officers to perform adequate cardiopulmonary resuscitation was questioned. ' 2 As a result of the work done and recommendations made by a working party of the Royal College of Physicians, 3 training programmes were implemented to improve general resuscitative care and knowledge among this group. Recent work has suggested that these measures have served to improve knowledge of resuscitation among preregistration house officers. 4 Very little work has been done to assess paediatricians' confidence and knowledge in dealing with the resuscitation of extremely sick children in the UK. Few can doubt that paediatric emergency resuscitation must represent one of the most stressful events in the workplace of a junior doctor. However no structured training programme for dealing with such emergencies exists, to date, in the UK. There are also no specific guidelines for units to meet regarding the provision of structured training to front line paediatricians. It was recognised by Zideman in 1986 that structured training for paediatricians should, but does not, exist on a national level for both community and hospital based paediatricians. 5 Oakley in 1988 demonstrated, among a small number of paediatricians in a single unit, significant delay in decision making and also inaccuracy in estimation of drug dosage during cardiopulmonary arrest procedures. 6 This resulted in the development of a chart for paediatricians to consult during resuscitation procedures. Recent work in America has suggested that many paediatric practitioners feel uneasy regarding their ability to cope in a number of emergency situations. 7 We therefore assessed paediatricians' basic knowledge and confidence in the emergency situation by telephone questionnaire. 
Methods

Discussion
The survey reveals a lack of confidence among senior resident paediatricians in dealing with an emergency situation. Ninety four percent of this group expressed a desire for more training to cope with these uncommon but extremely stressful situations. Many complained at obtaining very little guidance before or during a post and claimed that if a paediatric emergency did arise that they would rely on members of other specialties (particularly anaesthetists) to help them through the crisis. This is a situation that must be remedied with structured training for all paediatric residents occurring at the commencement of a post.
The interpretation of results to individual questions is more difficult. There is little doubt in the authors' minds that a simple equation for endotracheal tube size in children and adrenaline dosage should be retained by every paediatrician in the UK. There is evidence suggesting that in the paediatric situation adequate skill, knowledge, and adeptness in intubation will save lives. In one study of 130 paediatric arrest situations 40% of ward arrests required expert airway management alone without cardiac compression.1' Therefore leaving this very basic information to a chart that might not be available at the tense scene of an arrest should not, we believe, be encouraged. The detail regarding further drug dosages on charts is indeed valuable and it is for these drugs (used in less than 25% of paediatric ward arrests'0) that the chart is particularly useful.
It was interesting to note that only three paediatricians requested to refer to a book on their person. Although we recognise the validity of the request, we felt that physicians in this position would be required to know this basic information and so this request (for the purpose of assessing the knowledge of the interviewees) was declined. It 
